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Loneliness has been considered a public health epidemic affecting people across the
world. Elderly populations have historically been considered most at risk for loneliness,
but it is becoming evident that loneliness is not so selective. Younger generations show
more signs and symptoms of loneliness than older generations. This often overlooked
condition is attributable to decreased mental and physical health and can weaken
performance in the workplace.
This capstone project creates a concise curriculum addressing loneliness for
dissemination in the workplace, ensuring appropriate health literacy for the priority
population. Understanding the pervasive nature of loneliness, identifying symptoms, and
methods to counteract the effects of loneliness form the foundational topics for the
curriculum. Appropriate and engaging education could help reduce the prevalence of
loneliness and create social norms for openly discussing this root issue that influences
many other health problems, while improving workplace performance and job
satisfaction.

CHAPTER 1 - INTRODUCTION
Creating a concise curriculum addressing loneliness for implementation in the
workplace to create a platform for empowering individuals to reduce the prevalence of
loneliness.
Loneliness has often been overlooked or minimized as a health concern. However, this
project will bring attention to the far-reaching effects of loneliness on social, mental, and
physical health. Recognizing the impact of loneliness and normalizing conversation
around loneliness is the first component of the curriculum. Next, the participant will learn
the symptoms and signs of loneliness that can often be mistaken or underestimated.
After the symptoms of loneliness are shared, resources and methods to counteract
loneliness can be offered to the participant. Additionally, this curriculum will validate
loneliness as a legitimate health concern, thus empowering the individual to engage in
self-care options and/or seek professional assistance.
Utilizing the reach of wellness coordinators in the business sector for dissemination
offers benefits to both entities. The health of their workforce at a population level aims
to be improved both physically and mentally, while workplace productivity and job
satisfaction are likely to improve.
To achieve the best utilization of the curriculum, it shall be concise and provide
elements of interactivity either at a digital or in-person level. Options for both could
prove valuable, especially in the workplace environment.
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CHAPTER 2 - BACKGROUND AND LITERATURE REVIEW
Loneliness may be the least understandable of all psychological phenomena (Akçit &
Barutçu, 2017). It is not limited to a simple definition that it either classifies as or does
not, but rather “evolves from cognitive, emotional, and behavioral elements rooted in the
need to meaningfully connect with others” (Wright & Silard, 2020). As a baseline,
loneliness is often described by researchers as a negative feeling that results when the
relationships that one desires are not fulfilled by the perceived relationships one has
(Mann, et al., 2017). There is a discrepancy between actual and desired relationships
(Barreto, et al., 2021). It is often assumed by researchers that loneliness and social
isolation are strongly related; however, there is only a weak correlation (Altschul, et al.,
2021). While social isolation can be objectively determined by access and proximity to
others, loneliness is more related to the quality of relationships (Mihalopoulos, et al.,
2020). Loneliness varies from individual to individual, as it is inherently subjective
(Wright & Silard, 2020).
Loneliness has long been stigmatized, trivialized and ignored among society and as a
public health concern (Cacioppo & Cacioppo, 2018). With the vast amount of mental
and physical health risks associated with loneliness, it is necessary to bring loneliness
the attention it deserves. Loneliness can lead to a cognitive deficit, depression, and
anxiety, as well as physical health conditions like decreased immunity, increased
inflammatory response, increased blood pressure, and progression of Alzheimer's
Disease (Lim, et al., 2019: Mann, et al., 2017). In addition, loneliness has been noted
as a risk factor for generalized anxiety disorder and dementia (Jeste, et al., 2020).
Loneliness is associated with increases in systolic blood pressure, body mass index,
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and HDL cholesterol (King, 2018). A study in 2018 supported the serious implications of
loneliness sharing that loneliness can lead to irritability, depression, and premature
mortality (Cacioppo & Cacioppo, 2018). Xia and Li (2018) maintain that loneliness is a
mortality risk factor. In addition, increased comorbidity associated with loneliness could
mean there is a risk for accelerated biological aging (Jeste, et al., 2020; Xia,& Li, 2018).
Finally, loneliness produces a 26% increase in early death, equivalent to smoking 15
cigarettes a day or obesity (King, 2018).
Loneliness is not limited to the elderly population, as once assumed. Studies have
found that younger generations experience more loneliness than their elders. Less than
ten percent of those classified as older generation reported severe loneliness compared
to 20-48% of adolescents and young adults (Beam & Kim, 2020). Another study shares
that individuals report experiencing more loneliness during their late 20’s, mid 50’s, and
late 80’s (Jeste, et al., 2020). Due to the varied spikes of heightened feelings of
loneliness, there may be an etiologic benefit to providing interventions earlier in life and
targeting non-elderly populations for loneliness intervention to prevent physical and
mental disabilities (Bessaha, et al., 2020).
Additionally, loneliness appears to be a pervasive and growing public health concern.
Seventy-six percent of adults in California report moderate to severe loneliness, leading
to worse physical, cognitive, and mental health (Jeste, et al., 2020). In the United
Kingdom over three-fourths of family doctors report seeing up to five patients per day
with a primary complaint associated with loneliness (Mann, et al., 2017). Other
European countries are also feeling the reaches of loneliness. Researchers estimate in
one study that 55% of persons living in Eastern European countries struggle with
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loneliness (Rico-Uribe, et al., 2018). From a cost perspective, a study in the United
Kingdom found that chronically lonely people cost an additional 11,725 pounds over 15
years compared to those that are not lonely (Mihalopoulos, et al., 2020). This increased
cost can be attributed to residential care needs, a higher rate of accessing health care,
and the development of concurrent health concerns (Mihalopoulos, et al., 2020). The
United Kingdom has already declared loneliness a public health epidemic and Dr. Vivek
Murthy, the 17th Surgeon General of the United States, has shared a growing concern
for the epidemic of loneliness.
Workplaces are a population subgroup that may readily see benefits of implementing a
concise loneliness curriculum. Loneliness in the workplace results in decreased
performance and less organizational commitment (Akçit, Volkan 2017; King, Marissa
2018; Wahyuni & Muafi, 2021). Loneliness can amplify feelings of stress, which
perpetuates loneliness by reducing social interaction and ultimately leading to a desire
to leave the company (Wahyuni, & Muafi, 2021). Additionally, employees that do not feel
connected to the team require a longer onboarding time (King, 2018). Creating a
workplace environment with less loneliness leads to higher trust equating to 74% less
stress, 50% increase in productivity, 40% less burnout, 13% fewer sick days, and 29%
increased life satisfaction (King, 2018).
Antecedents to workplace loneliness are not isolated to external and societal factors.
They can also include variances of social and interpersonal skills and differences in
individual needs and emotional regulation (Wright & Silard, 2020). Similarly, as
individuals experience different desires for close relationships in various societal
situations, there is an opportunity to recognize loneliness in social situations outside of
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the workplace and apply methods to reduce such feelings (Wright & Silard, 2020).
Ultimately, a loneliness intervention in the workplace is mutually beneficial for the
employee and the employer.
Therefore, it is evident that an intervention is significantly warranted and that the
workplace provides an opportunity to intervene to address loneliness, providing an ideal
audience to affect population health.
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CHAPTER 3 - METHODS
Loneliness is pervasive, affecting a wide variety of individuals; because of this, the
loneliness curriculum was developed for broad use at businesses, non-profits, and
government agencies in the Lincoln, Nebraska, metropolitan area. The opportunity to
provide feedback and pilot the curriculum was offered to members of the Tobacco Free
Lancaster County Business/School Task Force. This group consists of business
leaders, wellness professionals, and public health advocates and chosen to represent
the stakeholder group as there is a relationship of higher tobacco use in populations
with mental health concerns.

Needs Assessment
A needs assessment survey (Appendix A) was shared electronically with the
stakeholder group, consisting of nine questions. The primary goal of the needs
assessment was to indicate the level of interest and importance of loneliness as a
health concern in local businesses and to determine the appropriate method of delivery
for such a curriculum.
The survey collected minimal demographic data asking to indicate the type of business
(private sector, non-profit, government, academia, or other) and approximate number of
employees/staff (fewer than 20, 20 to 99, 100 to 499, or more than 500).
Respondents were then asked to provide insight regarding preferred distribution of
wellness education. Six methods for distribution were presented and respondents asked
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to rate preference utilizing a four-point Lickert scale ranging from do not prefer at all to
definitely prefer, as well as an option to write in any other method preferences. The six
methods offered on the survey included email, printable handouts/flyers, digital
graphics, videos or animations, interactive digital activity, and in-person courses (ie:
lunch and learn). The survey then asked respondents to identify the ideal number of
sessions, length of time per session, and ideal frequency to dedicate to a specific
wellness curriculum in a business setting. Options for the number of sessions included
one, two, three, four, and five or more. Length of time options included less than five
minutes, five to ten minutes, ten to fifteen minutes, and more than 15 minutes. Ideal
frequency ranged from daily, weekly, biweekly, and monthly.
Next, the survey asked questions regarding loneliness as a health and a business
concern; both garnering responses based on a five-point Lickert scale ranging from not
important to very important. In order to recognize desired content and topics for
recruitment, respondents were asked what information would be needed to prioritize
loneliness as part of their wellness programming. Respondents were asked to check all
that apply from the following list: association with physical health, association with
mental health, effects on productivity, effects on absenteeism, effects on presenteeism,
return on investment, and an option to write in other requests.
Finally, respondents were asked to indicate if they were interested in piloting the
loneliness curriculum and to provide their email address if so.
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Curriculum Development
The needs assessment data was analyzed (see results section) and it was determined
that the loneliness curriculum would consist of three educational sessions with
supporting email education, video and/or animation segment, and corresponding
handout or worksheet. Each session lasts approximately five to ten minutes with
additional resources available for those that wish to further their understanding. Content
was divided into the following three sessions:
● Session One | What is loneliness? This initial session describes a definition of
loneliness, what it might look like, and the impact it can have on work
performance, mental health, and physical health.
● Session Two | What does loneliness look like? In session two participants
discover why people experience loneliness, who might be more at risk of chronic
loneliness, and what it can look like in daily life.
● Session Three | Tips & Resources In the final session of the curriculum
participants learn tips and resources to reduce feelings of loneliness at work and
in a personal environment.
The developed loneliness curriculum utilized peer-reviewed literature to create
manageable lessons appropriate for the workplace population. Specifically, these
articles helped to inform methods of implementation offered in the needs assessment
and content produced. Criteria for literature included populations that are appropriate
and comparable to those currently in the workplace. Additionally, skills and techniques
necessary for the best reduction of feelings of loneliness were compiled from resources
8

including the Centers for Disease Control and Prevention, Harvard Business Review,
Loneliness NZ, and The Greater Good Science Center at Berkeley. Each week
provided a call to action to contact a doctor or employee wellness professional if one felt
like loneliness was significantly impacting quality of life, recognizing needs beyond the
scope of the curriculum. All components of the curriculum were original, created
specifically for this project.

Curriculum Pilot
The loneliness curriculum was tested on a small pilot group. A solicitation email was
sent to the five respondents of the needs assessment that had volunteered to
participate in the pilot program (Appendix B). The solicitation email contained
information regarding the physical and mental health risks of loneliness as well as the
impact loneliness can have on productivity in the workplace. Participants were asked to
share the solicitation email with any colleagues that may be interested.
Taking into consideration the results from the needs assessment as well as the
necessary timeline for this project, it was determined to pilot the curriculum on a weekly
basis beginning the first week February 2022. Participants received the curriculum via
weekly emails designed to be forwarded to employee/staff that contained a link to an
informative video and a PDF of a corresponding worksheet (Appendix C). The animated
videos were approximately five to seven minutes in length, while the corresponding
worksheets offered highlights of the presentation and prompts for further thought and
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discussion (Appendix D). One participant indicated that they shared the curriculum on a
digital wellness board at their place of employment.
The video portion of the curriculum linked to a recorded presentation on Canva, which
allowed analytical data to be gathered. Both the number of views and unique views
were captured.
Curriculum Evaluation
Upon completion of the final session, participants were asked to complete a short,
anonymous survey following the Kirkpatrick method (Appendix E). After asking if the
respondent completed all 3 loneliness sessions, the survey asks to indicate the level of
agreement to eight statements utilizing a five-point Lickert scale. The statements asked
to be evaluated included:
I enjoyed this course overall.
I found the course content engaging.
This course provided content that is relevant to my professional life.
This course provided content that is relevant to my personal life.
This course enhanced my knowledge of loneliness.
This course affected my attitude towards loneliness.
I will interact with others differently as a result of this course.
I would recommend this course to others.

Links to the survey were available in both the session three email and at the end of the
session three video. A follow up email request for completion of the survey was sent
one week later.
10

The following logic model shows the anticipated outputs, outcomes, and impact of the
curriculum (Figure 1).
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CHAPTER 4 - RESULTS
Needs Assessment
Over half the stakeholder group (10 out of 19) responded to the needs assessment
survey request.
Demographic data collected
shows fifty percent of respondents
represented non-profit
organizations, forty percent
represented government agencies,
and ten percent represented the
private sector (Figure 2). While
forty percent of respondents staffed more than 500 employees, thirty percent staffed
100 to 499 employees, ten percent staffed 20 to 99 employees, and twenty percent
staffed fewer than 20 employees (Figure 3).
Respondents were then asked
to provide insight regarding
preferred distribution of
wellness education. Six
methods for distribution were
presented and respondents
were asked to rate preference
utilizing a Lickert scale.
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Additionally, there was an option to write in any other method(s) for delivery they prefer
to use. Figure 4 shows most preference was given to email and videos or animations.

The ideal number of sessions for a specific wellness curriculum was reported at three
total sessions (40%), followed by one session (30%), four sessions (20%), two sessions
(10%), and no preference given for five or more sessions (Figure 5). Fifty percent of
respondents reported the preferred
length of time per session was greater
than 15 minutes, while thirty percent
preferred 10 to 15 minute sessions,
twenty percent choosing 5 to 10 minute
sessions, and no preference given to
sessions lasting less than 5 minutes
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(Figure 6). Figure 7 shows that half of
respondents prefer biweekly frequency,
thirty percent choosing weekly, and
twenty percent opting for monthly
educational wellness curriculum
options.
In addition to better understanding
preferences for material distribution,
the survey asked respondents to rate
the importance of loneliness as a
health concern and as a business
concern. All respondents reported
loneliness as an important health
concern and nine out of ten reported
loneliness as an important business concern with one neutral response (Figure 8).
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In an effort to determine information that could motivate business leaders and wellness
professionals to prioritize loneliness as a part of wellness programming, survey
respondents were asked to indicate which, if any, statistical or educational information
was desired. Options included more information about the association between
loneliness and physical and/or mental health; statistics or information about the effects
of loneliness on productivity, absenteeism, or presenteeism; information about return on
investment; and an option to include any other information that would help persuade
loneliness curriculum as a priority. Figure 9 shows great emphasis on the association
between loneliness and mental health, closely followed by the effects of loneliness on
productivity, and any association with physical health.

Curriculum Pilot
As part of the needs assessment survey, participants were asked to indicate if they
were interested in piloting the curriculum. Five respondents agreed to pilot the
curriculum and were asked to share the opportunity with employees and any colleagues
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that may be interested. One participant shared that they posted the curriculum on a
digital wellness board at their place of business. This organic referral process resulted
in a total reach (those that saw any portion of the curriculum: email narrative, handout,
and/or video) of 141 for session one, 98 for session two, and 108 for session three. The
number of unique views for the
video animations reached 41 for
session one, 21 for session two,
and 32 for session three. Figure
10 compares reach and unique
views to show engagement
ranging from 21.4 to 29.6 percent.

Curriculum Evaluation
Upon completion of the final session, participants were asked to complete a short,
anonymous survey following the Kirkpatrick method (Appendix E). Links to the survey
were included in the email and at the end of the video in the session three materials. A
follow up email request for completion of the survey was sent one week later.
Four participants completed the evaluation and indicated they completed all three
sessions of the curriculum. Figure 11 shows the results from the content evaluation. All
respondents to the evaluation agreed or strongly agreed that they enjoyed the course
overall, felt the course enhanced their knowledge of loneliness, and provided content
relevant to their personal life. Three out of four respondents agreed or strongly agreed
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that the course content was engaging, is relevant to their professional life, and affected
their attitude towards loneliness. Furthermore, most respondents agreed or strongly
agreed they would interact with others differently as a result of the course and would
recommend the course to others.

When asked what one thing they would do differently as a result of this course
respondents shared thoughtful comments with simple acts to establish more connection
and ease loneliness. Responses include:
● Make an effort to speak to more people. I learned that loneliness is more pervasive
than I thought. So, just having a short conversation or saying hello to someone
could help both of us to have that connection and combat loneliness.
● Speak positive
● Try to say hello or smile to everyone I meet in the hallway. I try to do this anyway,
but I will be more conscious of it now.

This kind of life application was the desired output to help recognize loneliness as a
health concern and normalize conversations and utilization of resources surrounding
loneliness.
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CHAPTER 5 - DISCUSSION
The expected outcomes for the loneliness curriculum include reducing the prevalence of
loneliness while increasing engagement in quality relationships in the target population.
Given the results from the pilot study, it is indicated that these outcomes were achieved.
However, the pilot study was small and evaluation responses were limited. Despite the
small size, it is promising to know that a digital option for loneliness intervention can
make an impact. Additionally, it should be noted that a curriculum that requires little time
and effort from business leaders and wellness professionals makes it easy to share and
can provide opportunity for broader use.
The curriculum offers easy-to-use materials that can be utilized on-demand and
available throughout the year. Business leaders and wellness professionals can
implement at any time appropriate to their program scheduling and could even be used
in a small group on an individual basis. However, there are a few limitations to the
program. The content depends on access to a computer and internet access. This could
limit reach for those that do not work in office settings. Also, the curriculum is currently
only available in English, therefore anyone that has limited English proficiency would
experience little benefit from the curriculum.
Due to the foundational nature of the information shared, regular updates to the
curriculum will not likely be necessary. Therefore, the curriculum can be utilized for an
extended period without additional efforts by those implementing the curriculum. Timing
for this project was limited, therefore the ability to incorporate the curriculum into
existing programmatic planning during the pilot program was challenged.
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It is recommended to recruit organizations for a soft launch of the curriculum to the
entire organization. Dissemination across an organization will better determine organic
participation efforts and offer opportunity for a greater evaluation response to make any
necessary adjustments to the curriculum.
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APPLICATION OF PUBLIC HEALTH COMPETENCIES
The public health foundational competency, MPHF19: Communicate
audience-appropriate public health content, both in writing and through oral
presentation, will be integrated into this capstone project by the creation of original
content for the loneliness curriculum. The curriculum will be formatted appropriately for
the intended audience and written and presented in a meaningful and understandable
way. Oral presentation will be utilized during the recruitment and development phase
with participating stakeholders.
The public health concentration competency, HPROMPH2: Analyze and address
contexts and key factors relevant to the implementation of evidence-informed health
promotion strategies, will be integrated into this capstone project as an integral part of
creating the loneliness curriculum. Successful implementation of interventions to
improve loneliness in our community is dependent upon the proper analysis of key
factors.
The public health concentration competency, HPROMPH3: Develop rigorous projects to
improve public health outcomes, community wellbeing, and reduce health disparities,
will be integrated into this capstone project as the primary goal of the intervention is to
improve public health outcomes related to loneliness. Increasing the knowledge of
loneliness and improving social norms to speak openly and address loneliness will
improve community wellbeing.
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SUPERVISION AND FACILITIES
not applicable

HUMAN SUBJECTS
IRB review not required. Human subject participation limited to post-curriculum survey
with no personal information requested.
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APPENDICES

Appendix A: Needs Assessment

Loneliness Survey - Business

Thank you for taking a few minutes to complete this short survey.
Loneliness is a foundational concern that contributes to poorer mental and physical health in individuals, as well as reduced
productivity and satisfaction in the workplace. As part of a Capstone project for my Master of Public Health at UNMC, I am
creating a curriculum to help identify and destigmatize loneliness, increase understanding of the physical and mental health
effects of loneliness, and provide recommendations to combat loneliness.
The goal of the survey is to better understand how HR and wellness professionals in business could benefit from and utilize this
curriculum.
* Required

1.

What best describes your type of business?
Mark only one oval.
Private sector
Non-profit
Government
Academia
Other

2.

Number of employees/staff
Mark only one oval.
Fewer than 20
20 to 99
100 to 499
More than 500

3.

What method do you prefer for distribution of wellness education? (check all that apply) *
Check all that apply.
Do not prefer at all

Somewhat do not prefer

Email
Printable handouts/flyers
Digital graphics
Videos or animations
Interactive digital activity
In-person courses (i.e.: lunch and learn)
Other
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Somewhat prefer

Definitely prefer

Appendix A: Needs Assessment
4.

If other, please describe.

5.

What is the ideal number of sessions to dedicate to a specific wellness curriculum in a business setting (i.e.:
loneliness)? *
Mark only one oval.
One
Two
Three
Four
Five or more

6.

What is the ideal length of time per session for a specific wellness curriculum in a business setting (i.e.: loneliness)?
*
Mark only one oval.
Less than 5 minutes
5 to 10 minutes
10 to 15 minutes
More than 15 minutes

7.

What is the ideal frequency for a specific wellness curriculum in a business setting (i.e.: lonliness)?
Mark only one oval.
Daily
Weekly
Biweekly
Monthly

8.

How important do you feel loneliness is as a health concern? *
Mark only one oval.
1
Not important

2

3

4

5
Very important
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9.

How important do you feel loneliness is as a business concern? *
Mark only one oval.
1

2

3

4

5

Not important

10.

Very important

What information would you need to prioritize loneliness as part of your wellness programming? (check all that
apply) *
Check all that apply.
More information about an association with physical health
More information about an association with mental health
Statistics/more information about the effects on productivity
Statistics/more information about the effects on abstenteeism
Statistics/more information about the effects on presenteeism
ROI
Other:

11.

If other, please describe:

12.

I am interested in piloting the curriculum being developed to address loneliness as a health concern. *
Mark only one oval.
Yes
No

13.

If yes, please provide your name and email.

Thank you!

This content is neither created nor endorsed by Google.

Forms
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Appendix B: Solicitation email
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Appendix C: Weekly emails
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Appendix C: Weekly Emails
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Appendix D: Handouts for weekly sessions

loneliness
session one

Impact of loneliness
at work loneliness can
decrease performance
increase stress
longer onboarding times
more sick days
lower organizational commitment

social health

how would you
define loneliness?

can impact ability to build
healthy connections

mental health
depression
anxiety
eating disorders
problems sleeping

physical health
increased blood pressure
higher cholesterol
higher bmi
accelerate signs of aging
increase risk of early death

Loneliness expresses the pain of being alone and solitude expresses the glory of being alone.
- Paul Tillich -

what are your relationship needs?
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loneliness
session two

who do you picture
as lonely?

what might
loneliness look like?
interacting with others
transactional communication
poor judgment
interrupting
attention-seeking
over-focusing on kids or pets
withdrawing

personal habits

not getting enough sleep or
feeling tired all the time
long, hot showers
binge-watching
overeating

within yourself

risk factors

increased stress
not feeling comfortable
on your own
feeling misunderstood
no longer caring
struggling in social
situations

loss of family or friends
living alone
working at home
limited access to affordable housing
inadequate resources
individualism

32

Appendix D: Handouts for weekly sessions

loneliness
session three

evaluate your environment
who do you feel close to?

tips to combat
loneliness

who would you like to know more?

embrace loneliness
feel the emotion
silence
meditation

what opportunities do you see?

appreciate yourself

take care of your body
love yourself

what does your response to loneliness look like?

understand healthy relationships
prioritize social connections
be nice to people
invest in existing
relationships

We are social creatures.
We have a social muscle.
the more we exercise it,
the healthier we will be.
-John & Stephanie Cacioppo -

social fitness plan
hello!
unplug

say
nice things

small
favors
33

meet new
people

say hello

Appendix E: Evaluation Survey

Evaluation | Loneliness

Thank you for completing the loneliness curriculum. Please take a few minutes to evaluate the program.
* Required

1.

Did you complete all 3 loneliness sessions?
Mark only one oval.
Yes
No

2.

Please indicate how much you agree or disagree with the following statements. *
Mark only one oval per row.
Strongly
disagree

Disagree

I enjoyed this course overall.
I found the course content engaging.
This course provided content that is
relevant to my professional life.
This course provided content that is
relevant to my personal life.
This course enhanced my knowledge of
loneliness.
This course affected my attitude towards
loneliness.
I will interact with others differently as a
result of this course.
I would recommend this course to others.

3.

What is one thing you will do differently as a result of this course

Thank you for your participation and feedback.
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